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SOCIAL SERVICE AND RELIEF IN 
TUBERCULOUS FAMILIES 


by Baitey B. Burritt! 


K 


HEREVER intensive work in the development 
of the control of tuberculosis has been under- 
taken, it has become increasingly clear that 
not only health departments and health agencies are con- 
cerned, but also relief and social service facilities of the 
community. This became increasingly apparent in the devel- 
opment of the Cattaraugus County and Syracuse health pro- 
grams. The health officials were aware of the fact that 
tuberculosis control was dependent on development of the 
relief and social service program affecting tuberculous fam- 
ilies as well as on improvement in the quality and quantity 
of health work done through clinic, nurse, and sanatorium. 
In recognition of this fact, the Milbank Memorial Fund 
undertook the financial support of an inquiry into the ade- 
quacy of relief and social service for tuberculous families in 
Syracuse. The request for this study originated in Syracuse 
with the Onondaga Health Association, and was supported 
strongly by the health commissioner and by the local social 
agencies, as well as by the New York State Charities Aid 
Association which had taken a leading part in the planning 
and development of the Syracuse Health Demonstration. 
The study was made by the New York Association for Im- 
proving the Condition of the Poor which over more than a 
decade has been developing a tuberculosis relief program in 
the City of New York. A preliminary report of the survey 
has been published by the Milbank Memorial Fund under the 


title, “Relief of Tuberculous Families.” A summary is pre- 


iMr. Burritt is general director of the New York Association for Improving 
the Condition of the Poor. 
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sented here in the belief that the picture afforded of relief 
facilities provided for dealing with tuberculosis in Syracuse is 
not far different from that which might be found in almost 
any community. It is the author’s belief that the data throw 
light on the necessity for more adequate attention to the 
problem of social service and relief in tuberculosis programs 
in all communities. 


Tuberculosis Relief in Syracuse 


As in most communities, relief in Syracuse is given by sev- 
eral organizations, both public and private. The Department 
of Charities, however, bears the brunt of the relief program, 
and provides relief in homes, relief in hospitals, and child 
care outside of the home. The Board of Child Welfare gives 
allowances to widows’ families, and has authority to grant 
allowances to women with dependent children whose hus- 
bands have been incapacitated by tuberculosis. This latter 
authority, however, is not utilized. The Associated Chari- 
ties, Catholic Welfare, Red Cross, United Jewish Charities, 
and Salvation Army all participate to some degree in the 
relief program of Syracuse. 

It is estimated that the City of Syracuse spends annually 
about $332,000 in its health and relief services for tuber- 
culosis. About 85 per cent of this is expended in health serv- 
ices and about 15 per cent in relief. The health services 
include hospitalization of tuberculosis as the largest item, 
and, in addition, preventorium costs and the cost of the 
tuberculosis clinics, of nursing supervision, and of open-air 
classes. Approximately 85 per cent of the total health service 
bill is expended by the municipality, 3 per cent by the State, 
6 per cent by the Federal Government, and 6 per cent by 
private organizations. The tuberculosis relief bill of approx- 
imately $48,000 is 8.8 per cent of the total relief bill of Syra- 
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cuse which is $544,000. Eighty-nine per cent of the relief 
expended in tuberculosis comes from public funds, and 11 
per cent from private funds. Out of the $48,000 expended for 
tuberculosis relief, $22,000 is expended for relief in homes; 
$14,400 is expended for hospital care of the sick poor in local 
hospitals, and the balance is expended for the care of chil- 
dren from tuberculous families in institutions or in boarding 
homes. Sanatorium care for patients in the families given 
relief during the year studied cost $49,000, or more than 
twice the amount expended for material aid of such families 
in their homes. All health services for tuberculous families 
cost more than twelve times the amount expended for ma- 
terial relief in the homes of such families. 


Method of the Syracuse Study 


This study includes 1,288 tuberculous families known to 
the Health Department on May 1, 1929, when the inquiry 
was undertaken. It was impossible to make an intensive 
study of the social service and economic situation of all of 
these families. A sampling method, therefore, had to be 
arranged. General information about each family was ob- 
tained, enough to remove from the total number those which 
could clearly be classed as economically secure. In this way, 
296 families were eliminated. The remaining 992 families 
were divided into two groups—those who received relief 
during the year included in the study, and those who had 
availed themselves of the free health or social services of the 
community, or were regarded as possibly requiring such care 
or relief. There were 211 families who had received relief, 
and 781 who were placed in the second gioup. A sample 
number of families was taken from each of these groups 
which we will call the “relief group” and the “no-relief 
group.” Thirty-four families were selected at random from 
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the relief group and thirty-six families from the no-relief 
group. The homes of these families were visited and their 
economic situations and social service needs carefully stu- 
died. When the data were assembled, six of the thirty-four 
relief families were found to have received relief a short 
time preceding the year of the study, but not actually during 
the year of the study. These six families are therefore 
omitted in this discussion. 


Status of the Families Studied 


Important factors in the sixty-four family situations dis- 
cussed here proved to be the composition or make-up of the 
family groups, chiefly as to age and size, its economic status, 
and the position of the tuberculous member within the fam- 
ily. The general composition of the families was similar in 
the relief and no-relief groups; both included individuals 
living alone, no-child families, families with one to seven 
children, and broken families with either husband or wife 
absent. Death from tuberculosis was found to be responsible 
for 50 per cent of the broken families in the relief group as 
compared with 31 per cent in the no-relief group. The pro- 
portion of families broken because of divorce, separation, or 
desertion was twice as high in the no-relief families as in the 
relief families. One-quarter of the no-relief families, as 
compared with 7 per cent of the families in the relief group, 
had three or four adult members twenty years of age or older. 
Eleven per cent of the no-relief families, as compared with 
one-third of the relief families, had five or more children 
under twenty years of age. The proportion of families with 
no children under twenty was nearly twice as great in the 
no-relief group as in the relief group, or 39 per cent as 
compared with 21 per cent. There were one or more children 
under five in 43 per cent of the relief families as compared 
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with 25 per cent of the no-relief families. In the no-relief 
families, there was an average of 1.8 per cent earners, while 
in the relief families, this average was 1.4 per cent. Put in 
another way, there were 3.7 persons to be supported per 
wage earner in the relief families, as compared with 2.7 in 
the no-relief families. The scale of earnings was lower in the 
relief families; 54 per cent of the wage earners in the relief 
families earned less than $20 a week as compared with 36 per 
cent in the no-relief families. 


Relief Families 


Thirteen wage earners in the relief group who contributed 
to the family income during the year were classed as having 
active cases of tuberculosis, nine of them male heads of fam- 
ilies and four of them wives. This fact is significant in our 
consideration of the inadequacy of social service and relief. 
Only 5 per cent of the tuberculosis cases in the relief families 
and 7 per cent in the no-relief families refused sanatorium 
care; 50 per cent of the cases in the relief families and 44 
per cent of those in the no-relief families had received sana- 
torium care. It is worth noting, however, that two wives and 
one male head in the twenty-eight relief families left the 
sanatorium without permission because their families were 
not being cared for. No similar reasons were found in the 
no-relief group. 

The twenty-eight relief families received either hospital 
relief, or relief in the home, or both. There were seven who 
received hospital relief only. In four of these seven, the family 
earnings were approximately 55 to 65 per cent of the amount 
required to maintain a standard of living adequate for their 
needs. In two families, these earnings equaled 82 and 88, 
and in one family 95 per cent of the necessary amount. 
Housing for four of these seven families was considered 
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definitely unsatisfactory; questionable for one. There was 
obvious need for health instruction and social service in three 
of the seven families. Individuals with active tuberculosis 
were continuing as wage earners in these families, and in four 
instances wives with children under four years of age were 
working outside the home. 

There were thirteen of the relief families which received 
only relief in their homes. The family earnings in four of 
these equaled only 24 to 40 per cent of the requisite budget. 
After all the relief given to these families was added, they 
were still from 14 to 29 per cent below the standard budget. 
In seven other instances, family earnings were from 47 to 77 
per cent of the budget standard, and when the relief of all 
was added, their budgets were found to be from 10 to 37 per 
cent below standard. In one of the thirteen families, the 
earnings were adequate for needs exclusive of medical care. 
In three of the thirteen families, housing was definitely unsat- 
isfactory; in three it was medium; and in the remaining seven 
it was considered reasonably satisfactory. Several types of 
problems confronted in the relief of these tuberculous fam- 
ilies are illustrated by the conditions found: need of adjust- 
ment in the family situation so that the tuberculous individual 
could have sanatorium care was found in two families; inabil- 
ity of the wife to support the family adequately during the 
absence or illness of the head of the family who has tubercu- 
losis, three families; difficulty of finding work suitable for 
wage earners whose tuberculosis is arrested, two families; 
health problem and illness other than tuberculosis in the 
family, two families; irregularity of employment of wage 
earners, two families; need of health instruction and assistance 
in family planning, two families; definite lack of cooperation 
in regard to medical care, two families. 

The third group of the twenty-eight families, namely, 
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those receiving both hospital and home relief included six 
families. Relief in all of these families was inadequate. In one 
of these, the male head with advanced tuberculosis had left 
the county sanatorium because his family had not been cared 
for, and he was working part of the time. In three of these 
six families, there was an important social problem in addi- 
tion to that of tuberculosis, and in one, the problem arising 
from tuberculosis was acute. A number of different agencies 
were assisting in all but one of the six families. In one in- 
stance, the family received help from four different agencies. 


Summary of Syracuse Study 


Without attempting to go further into detail with regard 
to the Syracuse data, it may be summarized as follows: 

In spite of the fact that most of the 781 families in the 
no-relief group were able to maintain an adequate standard 
of living, the data tend to indicate that there may be at least 
eighty families in the group which were definitely in need of 
relief. Financial assistance was adequate for only eight of the 
twenty-eight relief families, and we may therefore assume 
that relief was insufficient in at least 150 of the 211 families 
in the group which received some relief. Such relief as was 
given was found to be on an emergent basis, and without a 
definite family plan. Much of it was in the form of grocery 
orders to be taken by members of the tuberculous families 
from a grocery store operated in the basement of the Depart- 
ment of Charities. There was definite necessity for social 
service in a large number of families in both the relief and 
no-relief groups. It included such problems as: adjustment 
in the family situation so that the tuberculous family head 
could have sanatorium care; adjustments enabling mothers 
to give proper care to their young children in their own homes 
instead of working too much out of the home; modifying 
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the employment of wage earners with arrested tuberculosis; 
dealing with distinct mental hygiene problems (which were 
present in five relief families, and in three no-relief fam- 
ilies); intensive health supervision for the protection of young 
children in the family (this was specifically noted in seven 
no-relief families); securing other living accommodations or 
modifying the use of those occupied; securing examination of 
many contact children not already examined; assistance in 
coping with problems of social maladjustment; planning for 
maximum utilization of such income as is available to the 
family; and other definite social factors complicating the 
the problem of tuberculosis control. 


To What Do These Facts Point? 


What is the significance of this data for other communi- 
ties? The full preliminary report should be examined as fur- 
ther background and more detailed reports will be published 
subsequently. This summary, however, enables us to enumer- 
ate some of the ways in which the inadequacy of social service 


and relief expresses itself in most communities: 

1. The Syracuse data reveal that the amount of relief avail- 
able for tuberculous families is inadequate, many families not 
having sufficient budget when relief is added to their own 
income to make possible a livable standard of living, and that 
an additional group of families which should have relief get 
no relief at all. No matter how much is spent on medical 
diagnosis, medical and nursing supervision, and medical 
treatment or sanatorium and hospital care, tuberculosis can- 
not be arrested and controlled on a family budget inadequate 
for the simplest requirements of food, clothing, housing, and 
the necessities of life. 

2. Relief for the most part is temporary and of an emergent 
character, and is not planned from the point of view of the 
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constructive effect, either in the treatment of the tuberculosis 
cases in the family, or in the control and prevention of tuber- 
culosis in those not already tuberculous. Tuberculosis is a 
long continued difficulty, and any relief program that does 
not recognize this and lay out a Jong term plan for dealing 
with it—a plan agreed to by both health and relief authori- 
ties—is not effective for its purpose. To control tuberculosis 
you must aim to secure a reasonably stable family. Emergent 
relief, however necessary, may not contribute much to a 
permanently stable family life. 

3. Tuberculosis relief is stupidly unrelated to the realities 
of life. In Syracuse and in most cities of New York State, and 
in many other places, tuberculosis relief is given chiefly in the 
form of grocery orders, and in amounts not carefully related 
to the family needs. Relief in general is too frequently given 
in kind. It proceeds altogether too much upon the theory 
that the family must be treated not only as a pauper group, 
but its members as incompetent, unable to buy for them- 
selves. The principle upon which the Association for Improv- 
ing the Condition of the Poor proceeds in giving relief is that 
the more nearly the tuberculous family is treated like an 
ordinary family, and the more nearly it is aided to arrange 
and manage its affairs to approximate the affairs of other 
families in the community, the more likely is such relief to 
accomplish its purpose. After wide observation, we have 
found that, provided there be adequate supervision, the fam- 
ily in the average community can get more out of the dollar 
expended for food than we can get for it. If the family’s food 
is bought for it, Mary Jane’s shoes bought for her, the fam- 
ily’s gas and other bills paid, and purchases made which 
normal families have to look after, considerable has been 
accomplished along the path of creating permanent depend- 
ents. This is not the road to independent, self-respecting 
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family units educated to manage their own affairs, including 
ultimately suitable preventive and remedial care of tubercu- 
losis itself. Relief, in addition to being adequate in quantity, 
needs to be adapted to the vital living processes of human 
family life. 

4. The giving of relief for tuberculous families is for the 
most part in the hands of personnel not adequate in number 
and for the most part untrained, and this is further aggra- 
vated by the fact that the supervision of such relief is both 
inadequate and untrained, or inadequately trained. This 
stands out conspicuously in Syracuse, and would in most 
communities. Much as we appreciate the necessity for the 
expenditure of additional funds for material relief, we must 
appreciate at the same time that unless this were preceded or 
at least accompanied by much more adequate provision for 
additional personnel, for personnel specially trained for the 
task, and for the provision of adequate supervision of such 
personnel, such expenditures for material relief would in 
large part be ineffective. One might add that because of the 
difficulties of securing trained personnel and trained super- 
vision, relief handled by small local administrative units, 
such as towns, is bound to be unsatisfactory. Administrative 
units large enough to be economically practicable are as 
necessary in the development of suitable relief and social 
service problems as are such units in the development of our 
health programs. 

5. Social service stands out as a conspicuous need in an 
appreciable percentage of all tuberculous families, somewhat 
irrespective of whether they need material relief or not. 
Tuberculosis is seldom the single factor interfering with nor- 
mal family life. It is, on the other hand, in a very large per- 
centage of the cases inextricably intertwined with other fac- 
tors that are undermining family stability. Unless this be 
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recognized, any attempted vitalizing of the relief situation 
will be futile. 

6. The handling of relief and social service is not in most 
communities well integrated and coordinated either, between 
voluntary relief and social service agencies themselves, or 
between these voluntary groups and the official agency or 
agencies. Where there is more than one official agency dealing 
with the problem there is all too frequently little coordination 
between these. A unified community program for handling 
tuberculosis relief and social service—a program in which 
the function of each agency is clearly defined and agreed to— 
is a fundamental requirement that is now lacking in most 
communities. Several organizations giving relief to the same 
tuberculous family without any evidence of any one of them 
having a long range constructive plan came out clearly in 
Syracuse, and would come out clearly in a study of similar 
communities. In spite of the fact that this is evident, it is not 
sufficiently appreciated by the general public, or by the pro- 
fessional group. At any rate, little has been done in most 
communities to overcome this obstacle. 

7. Not only is there lack of coordination among the relief 
and social service agencies in most communities dealing with 
tuberculosis relief, there is also a lack of any effective teaming 
up between the health department, the private physician, 
and the social service agency. If the health department, or 
the private physician, refers the case to a social or relief 
agency, that in most communities ends it so far as the 
health department is concerned. Needless to say, it is only 
the starting point in any effective accomplishment for the 
family. Health departments can ill afford to take refuge per- 
manently from the failure of securing dynamic results in the 
treatment of tuberculous families needing relief by referring 
them to an agency, which presumably is organized to secure 
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such results but which actually does not always secure them. 

8. Finally, both the private physician and the clinic 
physician treating cases of tuberculosis are on the whole, 
with refreshing exceptions, not sufficiently alive to the fact 
that both tuberculosis treatment and tuberculosis prevention 
require relief and social service. Is it not, after all, part of the 
doctor’s function if he is to be successful in treating the 
diseased patient and in controlling the development of 
tuberculosis in families to include necessary social service and 
relief in the family situation as a part of his responsibility? 
Just as the physician orders that a patient should be put to 
bed, that his sputum should be cared for and examined from 
time to time, that his temperature should be observed, that 
necessary X-rays should be made available from time to time 
as required, that certain medicine be made available, that 
the patient go into a hospital or sanatorium—so should he 
not require as a part of his treatment that the man or woman 
cease work if he or she should not work, that his children who 
are, and have been exposed, should have adequate food, ade- 
quate housing, adequate clothing, and that the essentials 
that make healthy living should be made available? In short, 
he is the master workman, and is in a position to insist that 
the necessary tools be made available to complete the task 
which he undertakes. This may look to the physician like a 
large order, but the records show failure in his treatment 
unless these are available. More than any other individual in 
the community, the doctor is in a strategic position to assist 
in educating the whole community to demand that adequate 
social service and relief be available. When he accepts the 
point of view that these resources must be available if he is 
to carry out his responsibility we shall be much nearer, com- 
munity by community, to carrying out the social service 
requirements of the situation. 
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Conclusion 

Though sketchily, enough has perhaps been presented here 
to indicate that social service and relief in tuberculosis is on 
the whole totally inadequate to the requirements of the situa- 
tion. Most communities have developed their medical facili- 
ties for dealing with tuberculosis more adequately than their 
social facilities. Where medical facilities have been most ade- 
quately developed, as in Syracuse, social services are con- 
spicuously inadequate. It is increasingly clear not only in 
Syracuse, but in Cattaraugus County and in other localities 
where this problem has been considered that there is a limit 
to productive expenditure for medical services for the control 
of tuberculosis without the development simultaneously, step 
by step, of social services for the treatment and prevention of 
tuberculosis. 

This would seem to the author to indicate an inescapable 
responsibility for the National Tuberculosis Association and 
state and local associations to include in their programs more 
specifically and definitely the function of promoting adequate 
social service and relief facilities for dealing with tuberculosis. 
These agencies have wisely insisted that their function is not 
the giving of relief. It is equally true that their function is not 
the operation of medical services. Clearly, however, their 
function should include the promotion of both. On the whole, 
it would seem clear that the obligation of promotion of social 
services or adequate home supervision of tuberculous fami- 
lies has not been seriously accepted by these associations. 
They are in a stronger strategic position to insist on the 
development of such services than are state and local health 
departments. The latter, however, cannot escape responsi- 
bility, because if social service facilities are not made avail- 
able community by community, they cannot expect full 
success in their programs for the prevention and control of 
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tuberculosis. More conscious and persistent effort might well 
be made, therefore, by state and local health departments in 
league with other state and local authorities to increase the 
social service and relief facilities of the community, step by 
step, as the sanatorium, clinical, and other health facilities 
are developed. Similarly, the promotion of the necessity of 
such facilities would seem to be an inescapable part of the 
responsibility of the private practicing physician who under- 
takes to treat tuberculosis. 

















CAMPAIGN CALENDAR OF A PUBLIC 
HEALTH ORGANIZATION 


by SavEL ZIMAND! 


wx 


HE Bellevue-Yorkville Health Demonstration in the 

City of New York has carried on since its inception, 

and is carrying on now, general campaigns to popular- 
ize knowledge regarding such subjects in the general health 
field as child hygiene, diphtheria, venereal diseases, tubercu- 
losis, periodic health examinations, and safety. 

By considering the results of these campaigns in a metro- 
politan area of 150,000 population (which extends from 14th 
to 64th Streets on the east side of Manhattan with Fourth 
Avenue as a western boundary below 42nd Street and Sixth 
Avenue above), certain light may be thrown on and certain 
general conclusions drawn, regarding the value of similar 
projects in other parts of the country. This article deals 
mainly with the public propaganda campaigns; individual 
health education carried on by physicians, nurses, and 
teachers is considered only insofar as it was a part of the 
general publicity campaign. 

The most intensive drives have been carried on in the 
fields of diphtheria, venereal disease, tuberculosis, and peri- 
odic health examination. While an appropriate month was 
selected for beginning the campaigns they have generally been 
continued for longer periods and have often stretched over 
several months. It is very important to select the proper 
month for a campaign on a particular subject and also, if 
possible, to arrange a time when other organizations are not 
planning campaigns which may compete for popular interest. 


A campaign calendar must vary somewhat from year to 
1Mr. Zimand is the administrative director of the Bellevue-Yorkville Health 
Demonstration in the City of New York. 
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year, just as the subjects vary, for certain work can be 
stressed more effectively during certain seasons of the year. 
Intensive work on diphtheria immunization yields better 
results after the winter months when the epidemic of colds 
has somewhat abated; early diagnosis of tuberculosis during 
April, to correspond with similar efforts of the national and 
city organizations; child hygiene in general, nutrition, or 
dental hygiene during May to fit in with Child Health Day, or 
during the summer months; periodic health examinations in 
June or January, keeping in mind that it is more effective to 
remind people of this subject before vacation time or at the 
beginning of the new year; safety for children in July and 
August when schools are closed and the children are more apt 
to be on the streets; health examination of children in the 
latter part of August and in September, before they enter 
school. Campaigns along all these lines have not been carried 
on in the Bellevue-Yorkville district on an intensive basis 
every year, although once a subject has been stressed on a 
large scale the educational work continues. 

Of course methods have differed somewhat with each 
campaign. But in all cooperation was sought and secured 
from the physicians of the district, from the medical societies, 
and the local health and social agencies. 

In the Bellevue-Yorkville district in the course of the last 
two years alone (1929-1930) over one million pieces of litera- 
ture and about 30,000 posters were distributed, mainly to 
residents, but also to doctors and dentists, and to schools, 
welfare and health agencies, stores, industrial plants, banks, 
motion picture theaters, clubs, and restaurants. For reaching 
the people in their homes, house-to-house delivery by a com- 
mercial firm and the mails were generally used as the most 
effective methods of distribution. Although much of the 
material was prepared and printed by the demonstration, 




















Quarterly Bulletin October 1931 167 


sometimes in cooperation with other agencies, a large amount 
was supplied by other health and welfare organizations. 

The Health News, a popular picture tabloid newspaper, 
was employed by.the demonstration during various cam- 
paigns in 1929. Six issues were printed; four in editions of 
40,000 each, one of 50,000, and one of 10,000 copies. The 
first issue was devoted to diphtheria, and the April, May, 
and June issues were given over respectively to early diag- 
nosis of tuberculosis; nutrition, teeth, and other health prob- 
Iems of school children; and periodic health examinations, 
with special messages on this subject from Governor Roose- 
velt and prominent religious leaders. In November the serv- 
ices at the Health Center were described, and the December 
issue dealt mainly with colds and children’s diseases. 

Of course during all the campaigns we tried to secure the 
cooperation of the important metropolitan newspapers and 
especially of the tabloids, which are read by a great many of 
the tenement house dwellers of the district. While it was pos- 
sible to secure stories on such subjects as diphtheria, tubercu- 
losis, and periodic health examination, it was most difficult 
to have any mention of venereal disease. But in the Bellevue- 
Yorkville venereal disease campaign our various efforts 
resulted in the breaking down of this taboo and the New 
York papers, as well as papers throughout the country, car- 
ried news on this campaign. 

In campaigns like those on tuberculosis and venereal dis- 
ease, special lectures were arranged for physicians, nurses, 
teachers, and social workers, in order that these individuals 
in turn might use their influence with their patients, clients, 
and pupils—the general public. During others, special courses 
were scheduled for physicians. The public forum was utilized 
in all, but in the venereal disease campaign separate meetings 
were arranged for men and women with talks of a general 
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nature for mixed audiences. The radio was used repeatedly. 
The cardboard poster was found valuable as an advertise- 
ment to be displayed in local stores of the neighborhood, but 
according to our experience the paper poster is of no use for 
this purpose. 

Special exhibitions were prepared during some campaigns, 
as were window displays for drug stores and empty stores 
during others. Arrangements were made with the motion pic- 
ture houses of the district to show certain short silent reels 
on the subject of the campaign, but films other than “talkies” 
would be impractical now as most of the theaters no longer 
show silent pictures. 


Diphtheria Immunization Campaigns 


An illustration of popular health education work in which 
results can actually be measured is the diphtheria drive. 
Campaigns for immunization against diphtheria have been 
conducted by the demonstration since its organization, but 
especially intensive work was begun in March, 1929, and car- 
ried over into 1930 and 1931. 

It is gratifying to note that there were no deaths from 
diphtheria in the district from August, 1929, until the first of 
March, 1931. There were 9 deaths during the first seven 
months of 1929, and 28 in the year 1928. In 1922, when local 
records for the district were first available, there were 50 
deaths. There was a corresponding decrease in the number of 
cases reported from addresses in Bellevue-Yorkville—o4 in 
1930 as against 267 in 1929 (a decrease of 65 per cent) and 
405 in 1928. 

The campaign was conducted with the help of volunteer 
health and welfare agencies and benefited greatly from the 
very effective city-wide health education work on this sub- 
ject. The most intensive effort was made during the two 
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years, 1929 and 1930. About 160,000 leaflets and 15,000 
posters were distributed during this period, and each issue of 
the tabloid, a total of 220,000 copies, carried pictures and 
appeals on this subject. A diphtheria film was shown in vari- 
ous motion picture houses to a total attendance of 14,000. 
The ministers of the district cooperated by printing the cam- 
paign message in their church bulletins or posting it. 

Questionnaires were distributed to 20,000 school children 
during April, 1929, and returned to the demonstration a few 
days later, where the replies were classified. To parents who 
refused to have their children immunized, the Department of 
Health sent letters suggesting that they consider the matter 
further, in consultation with their family doctor or with doc- 
tors in attendance at one of the public clinics. To those who 
were willing to have their children immunized, letters were 
sent reminding them of their consent and asking them to 
take the children to their family doctor or to the nearest baby 
health station. All those parents whose children were not 
immunized were visited by the Department of Health nurses, 
and as a result a great many mothers who would not other- 
wise have done so brought their children to the baby health 
stations or took them to their doctors. From March, 1929, to 
the end of December, 2,632 such visits were made by the 
Health Department field nurses. 

In 1930, an experienced nurse was engaged to visit all the 
families in the most congested blocks of the district. This 
nurse visited 253 families, of whom only nine had never 
heard of toxin-antitoxin. In these families were 502 children 
between nine months and ten years of age of whom 283 had 
had the three inoculations and 219 had not. 

Many reasons were given by the parents who had not had 
their children immunized. The most frequent was disbelief 
in the efficacy of immunization and next came fear of subse- 
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quent ill effects. Some said that their private physicians did 
not think it was necessary, and others that it would be time 
enough to consider immunization when the children went to 
school. Some mothers were working and could not take the 
children to a clinic; others said it was too hot; others were not 
willing to go to a free clinic and could not afford to go to a 
private physician because their husbands were out of work. 
In many cases, especially among the Italians, the mothers 
were willing to have the children immunized, but their hus- 
bands would not consent. A number of fathers would not 
allow it because of their own experience with injections in the 
army, or because of articles against immunization they had 
read in certain newspapers. But nearly all the families knew 
“Thirty-eighth Street,” as they called the Health Center, 
and many of the women got out with much pride their pic- 
tures which had been in the Bellevue-Yorkville Health News 
some time ago. 


The Venereal Disease Campaign 


One of the most interesting and intensive campaigns, 
which attracted nation-wide attention, was on venereal 
disease, carried on in the Bellevue-Yorkville district during 
October, November, and December, 1930. It was undertaken 
by the demonstration in cooperation with the Department of 
Health, the New York Tuberculosis and Health Association, 
and the American Social Hygiene Association. The endorse- 
ment of the Medical Society of the County of New York was 
secured, and the support of physicians, nurses, social work- 
ers, religious leaders, and heads of industries, as well as of 
clinics and hospitals, was enlisted. 

The purpose of the campaign was to familiarize the adult 
population of the district with the essential facts concerning 
syphilis and gonorrhea, and to induce as many infected per- 
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sons as possible to seek medical advice and treatment. Inci- 
dentally we were interested in determining whether methods 
of health education used in other preventable diseases could 
be used in campaigns against venereal diseases. 

In planning this campaign, the demonstration found that 
it was touching unploughed ground. It discovered, for in- 
stance, that among the available literature there was nothing 
suitable to send to every family of the district, nor was there 
experience on hand which might indicate the reaction of peo- 
ple towards public meetings on venereal disease. One of the 
first jobs was to prepare a set of pamphlets in simple and 
direct language dealing strictly with scientific information on 
syphilis and gonorrhea, and not with problems of social 
hygiene in general. 

The literature prepared was of two types—that for wide- 
spread distribution written in general terms, and that in 
which symptoms were described in greater detail and which 
was sent upon request only. In connection with this educa- 
tional work 100,000 pamphlets were sent out, 15,000 letters 
on syphilis and gonorrhea were mailed to the families of the 
district, 70,000 post cards and letters were sent in connection 
with the various meetings, and 6,000 window display posters, 
48,000 fliers announcing meetings, 1,100 health flashes for 
bulletin boards, and 1,100 washroom posters were distributed. 

The letter and leaflet going to 15,000 families resulted in 
requests to the demonstration for over 2,000 pamphlets giv- 
ing more detailed information on syphilis and gonorrhea. Not 
only was there not a single complaint from those who received 
this literature but many sent letters of thanks and requests 
that this educational work be continued. 

During November an exhibit was installed in a temporarily 
vacant shop on one of the business thoroughfares, where the 
ravages of syphilis and gonorrhea were shown by means of 
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posters, slides, wax models, and statistical charts. No medical 
questions involving diagnosis or treatment were dealt with, 
but qualified persons were in attendance to answer questions 
concerning private and public treatment facilities in the 
district. 

Altogether forty-five meetings were held at the Health 
Center, and at other places, such as settlement houses and 
industrial plants, and four radio talks were given. All the 
meetings attracted large and keenly interested audiences. 
Movies were shown at most of the popular meetings except 
those held in industrial establishments. A special course of 
lectures for physicians was arranged and other meetings were 
held for nurses, social workers, ministers, and teachers. 

Of special interest is the fact that the press was actually 
induced to carry publicity on the subject, a circumstance 
which gives hope for similar work in the future. The results 
were highly satisfactory. It was definitely demonstrated that 
there are certain methods of health instruction which are as 
applicable to syphilis and gonorrhea as they are to other pre- 
ventable diseases. The requests which continue to come in 
from various parts of the country testify to the interest in 
this work and the great need for it. A similar campaign is 
now in preparation in another district of New York City, and 
a movement is on foot to have social hygiene associations set 
aside a month each year for carrying on this type of popular 
education. 


Other Health Educational Campaigns 


Qur first periodic health examination campaign was 
started in 1927, but the most intensive work was done in 
January, February, and June, 1929. We have no way of 
ascertaining how many people, as a result of this stimulus, 
have gone to private physicians for a health examination, but 
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one known tangible outcome during the 1929 campaign has 
been the examination of over 3,000 school children. This was 
the result of the distribution of 30,000 cards to school chil- 
dren urging an examination, and containing the phrase, “If 
you cannot consult your family doctor, go to a clinic.” An 
emergency service was maintained in the Bellevue-Yorkville 
Health Center from February 20 to May 21, 1929, and 1,171 
children were examined—a larger number were sent to other 
clinics and to private doctors. Records of the examination 
were transferred to the children’s school records for appro- 
priate attention. 

A graduate course for physicians of the district in the 
t. chnique of making a general periodic examination was 
given at the Health Center as a part of this campaign. 
Twenty-six physicians completed the course which included 
39 sessions and at which 281 persons were examined. 

The total literature distributed or mailed amounted to over 
300,000 pieces and about 5,000 posters were displayed. 
Physicians were supplied with examination forms issued by 
the American Medical Association, white record cards and 
blue application cards, and with literature for distribution to 
their patients. 

The special projects in the tuberculosis program carried on 
by the demonstration included a study of the examination of 
1,000 school children of 13 and 14 years of age and the organi- 
zation of a consultation chest service for the use of private 
physicians, both suggested by Commissioner Wynne. 

The first project was a pioneer study in its field. It was 
made to contribute still further to the existing knowledge of 
the prevalence of tuberculosis among boys and girls of this 
age, to serve as an effective and practical method of health 
education, to secure the correction of defects before children 
leave school, to find out the kind and amount of tuberculous 
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infection in a cross section of our child population, and to 
study the factors influencing its prevalence. A full report of 
the result of this project, by Drs. Barnard, Amberson, and 
Loew, appeared in the American Review of Tuberculosis for 
May, 1931. 

The consultation chest service is for patients who can 
afford to pay their physician’s fee, but who are unable to 
meet the cost of X-ray diagnosis and a specialist’s examina- 
tion. The attendance at this clinic increased from 14 in Janu- 
ary, 1929, and 88 in January, 1930, to 239 in January, 1931. 
During 1930, in the second year of its operation, it proved of 
increasing value, 1,674 patients being examined as compared 
with only 437 for 1929. The work of this clinic was so suc- 
cessful that the Health Department now operates similar 
services in five additional stations throughout the City. 

Other features of the antituberculosis program of the 
demonstration consisted in the distribution of about 250,000 
pieces of literature during the past three years and the 
organization of meetings and lectures for nurses, physicians, 
teachers, social workers, and the general public. 

An opportunity for urging on parents healthful living and 
preventive measures for their children is given by Child 
Health Day on May first. One feature of this celebration 
which does much to foster a friendly attitude of the com- 
munity towards the work of the demonstration is the keeping 
of open house on this day. Through children in the schools 
and the contacts of the various clinics, invitations are sent 
to the parents of the children in the district to come to the 
Center either in the afternoon or in the evening. During 1930 
more than 1,000 of the demonstration neighbors responded, 
many bringing babies and small children and listening to 
illustrated lectures on various phases of public health work. 

Safety campaigns for school and preschool children were 
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conducted for four successive years in the twenty-five sum- 
mer playgrounds and playschools. The recreation consultant 
visited these centers and distributed printed material. It is 
estimated that about 2,500 children were reached daily. Lit- 
erature was also distributed widely to school children and to 
homes in the neighborhood, and posters were displayed in 
stores in the district. 

During 1930 safety patrols for children were organized and 
emphasis was placed on safety programs for the homes. The 
duties of the patrol included such features as giving traffic 
cautions and rules, helping smaller children to cross streets, 
preventing children from climbing on roofs and gates, and 
helping them to play safely. 

The demonstration has a nutrition worker on its staff and 
has in the past engaged in a certain amount of popular edu- 
cation in this field, but the food health shows and yearly win- 
dow display contests have been largely under the direction of 
the New York Association for Improving the Condition of 
the Poor, which has a branch office in the building of the 
demonstration. 

This same situation applies somewhat to the dental cam- 
paigns. The dental clinic at the Health Center is financed 
jointly by the Association for Improving the Condition of the 
Poor and the demonstration, and although our school health 
instruction consultants in the public and parochial schools 
have done a great deal of work along this line, the work of 
the dental clinic is under the direction of the Association for 
Improving the Condition of the Poor, and the educational 
campaigns have been carried on largely by this organization 
—chiefly through the distribution of leaflets, fliers and posters 
made by school children, talks, and plays. A special drive is 
carried on during summer months to get as many children as 
possible to have their dental work completed during vacation. 
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In considering the projects reviewed here the question may 
arise whether it is best to carry on health education through 
general public propaganda—meetings, literature, lectures, 
radio talks, exhibitions—or whether it may not be more 
worth while to devote the money and effort employed in this 
work towards securing special training for nurses, teachers, 
public health and social workers who come in direct contact 
with those who may need health services. Past experiences 
suggest that it is important to do both. For measures of pre- 
vention and control of preventable disease can be put into 
practice only as rapidly as public opinion is ready to support 
them, and general campaigns help educate public opinion. 
Provided that the direct approach is not neglected and the 
publicity is not indiscriminate, the popular public health 
campaigns carried out along the lines described in this article 
can really be an important, effective, and constructive factor 
in public health work. 





























THE DECREASE IN SIZE OF FAMILIES 
FROM 1890 TO 1g10! 


by Frank W. NorEsTEIN 


#K 


N view of the attention given to our declining birth rate 
and to its economic and social consequences, surprisingly 
little is known of an important aspect of that decline, 

namely the changes in the size of the family. Has the decline 
in the birth rate come about from a decrease in the propor- 
tion of very large families, with a corresponding increase in 
the proportion of those of medium size, or has it been due to 
an increase in the proportion of childless and one-child 
families? 

The incidence of changes in the size of the family has im- 
portant economic and social consequences. A decline in the 
proportion of very large families, particularly in our “lower” 
urban social classes, gives better opportunities for the chil- 
dren that are born. It means less crushing poverty, better 
food, homes, health, and education, and fewer families whose 
entire consuming power is devoted to the bare necessities of 
life. At the other extreme, an increase in the proportion of 
very small families means that an increasingly large number 
of children are reared without the companionship of brothers 
and sisters, and the necessity of sharing the attention and 
affection of their parents with others. Fewer women find 
their whole time profitably taken up by the duties of the 
home, and an increasingly large number feel free to seek out- 
side employment. The result is doubtless greater economic 
independence for women, bringing with it quite possibly a 
weakening of the home ties on both the husband and wife, 
and an increase in the proportion of homes broken by sepa- 
ration and divorce. 

1From the Division of Research, Milbank Memorial Fund. 
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Lack of data, rather than lack of interest on the part of 
students, accounts for the scant attention given to the dis- 
tribution of families by size. The birth registration statistics, 
from which most of our information concerning the declining 
fertility of our population has been drawn, only yield data for 
women who bear children in a given year, and cannot in the 
nature of the case report the size of completed families. The 
population censuses of 1890, 1900, and 1910 did collect this 
information by asking each married woman the number of 
children she had ever borne. Unfortunately the returns were 
never tabulated, and the question was dropped from the 
later censuses. However, the original returns are preserved, 
and samples of those for 1910 have been tabulated by the 
research division of the Milbank Memorial Fund. 

Data collected from the census returns were limited to 
those for married women from families in which the husband 
and wife were living together north of the Mason and Dixon 
Line in 1910, and in which both the husband and wife were 
of native-white parentage and only once married. Within this 
group samples were obtained for each of the broad social 
classes in thirty-three cities having total populations of be- 
tween one hundred thousand and five hundred thousand in 
1910, and for the wives of farm owners in the rural parts of 
seventy-four counties adjacent to those cities.? Since the 
urban women were separated into social classes on the basis 
of the return for the husband’s occupation, the classification 
cannot be more than approximately correct. Nevertheless, it 
is believed that each of the classes differs from the others with 


2Data were also obtained for the wives of farm laborers and renters, but, due 
to the tendency for laborers and renters to become farm owners as age ad- 
vances, the samples are inadequate for women whose families were complete in 
1910. Further details concerning the social classification and the manner in 
which the data were obtained are given in “Differential Fertility According to 
Social Class.”? Sydenstricker, Edgar, and Notestein, Frank W., Journal of the 
American Statistical Association, March, 1930, xxv, News Series 169, pp. 9-32. 
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Table 1. Number of wives aged 40 to 44 and 60 to 64 in certain social 
classes who had borne specified numbers of children. 
respect to its standards of living, education, and achieve- 
ment, and in its general social environment. 

The data for women 40 to 44 years of age have been se- 
lected to represent families completed about the time the 
census was taken. Undoubtedly a few children were born to 
these women after the enumeration was made, but their 
number would be too small to have an appreciable influence 
on the distributions. Table 1 gives the number of women in 
each social class who had borne each specified number of 
children, and Table 2 the percentage which these groups 
formed of the total number of married women of the same 
age and social class. These percentages have been summarized 
in Figure 1. 

In the social classes considered, between 40 and 53 per cent 
of the married women who completed their families just 
prior to the enumeration were the mothers of two, three, or 
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Table 2. Per cent of wives aged 40 to 44 and 60 to 64 in certain social 
classes who had borne specified numbers of children. 
four children. Childless married women and the mothers of 
one child each constituted between 10 and 22 per cent of the 
total, and the mothers of 5 or more children between 8 and 33 
per cent. It appears from Figure 1 that the proportion of 
women who had borne no child, one, or from two to four 
children tends to become smaller with the declining social 
status of the urban classes. Among the wives of farm own- 
ers, no-child and one-child families were less common than 
in any urban class, but there were more families with two 
to four children than in the two lowest urban classes. The 
relatively low proportion of small and medium-sized families 
found in the lower urban classes and among the wives of farm 
owners is accounted for by the large proportion of women in 
these classes who bore five or more children. These largest 
families were nearly 3.5 times as common among the wives 
of the unskilled laborers, and nearly 4 times as common 
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Fig. 1. Per cent of wives aged 40 to 44 in certain social classes who 

had borne specified numbers of children. 
among the wives of farm owners as in the professional class. 

Some indication of the trends in the distribution of families 
by size may be obtained by comparing the families of women 
40 to 44 years of age in 1910 with those of women 60 to 64. 
However, the differences in the distributions may be in- 
fluenced by other factors than the secular trend since women 
60 to 64 years of age had not only completed their families 
twenty years earlier, but had also lived twenty years longer 
than the younger group. Attention has already been called to 
the fact that a few children were probably born to the 
younger women after the census was taken. None could have 
been born to those of the older group. Doubtless some 
women 60 to 64 years old were found in different social 
classes in 1910 from those they were in twenty years earlier. 
Some wives of farm owners, for example, were probably wives 
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Fig. 2. Per cent of wives aged 40 to 44 and 60 to 64 in certain social 
classes who had borne specified numbers of children. 


of farm renters when they were forty. It is also possible that 
there is some association between fertility and the length of 
life after the end of the childbearing period, but such an 
association has never been demonstrated.* While any of these 
factors may have some influence on the difference in the dis- 


%An opinion that there is a direct association between fertility and the length 
of life after the end of the childbearing period is expressed by Karl Pearson 
and G. Udny Yule in the Proceedings of the Royal Society of London, Ixvii, pp. 
159 ff. However, the evidence adduced does not seem conclusive, since it rests 
on the assumption that there was no secular trend in the size of the families 
whose genealogical records furnish the data for the study. 
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40-44 | 60-64 | Difference | 40-44 | 60-64 | Difference 





Professional 39.4 | 28.0 +11.4 8.2 | 22.7 —14.5 
Business 30.4 | 23.6 +15.8 10.9 | 25.5 —14.6 
Skilled 34.4 | 22.1 +12.3 20.5 | 33.6 —13.1 
Unskilled 31.2 | 16.8 +14.4 | 28.4 | 40.8 —12.4 
Farm owner 20.7 | 17.8 + 2.9 | 33.1 | 43.2 —10.1 























Table 3. Per cent of wives aged 40 to 44 and 60 to 64 in certain social 
classes who had borne less than 2 children and 5 or more children. 


tributions of the two groups, it seems reasonable to presume, 
in view of the known decline in the birth rate, that the differ- 
ences are largely determined by the secular trend in the size 
of families. 

During the twenty years preceding the census of 1910, 
large families became less frequent in each social class under 
consideration. (Table 2 and Fig. 2). In the professional, 
business, and skilled worker classes, two-child families re- 
mained the most common size, but there were substantial 
declines in the proportion of families with four or more chil- 
dren and increases in the proportion of those with less than 
four children. In the unskilled laborer class the curves sug- 
gest that even the three-child family became less common, 
but in this class the sample of women 60 to 64 is too small to 
warrant close interpretation. The shift from large to small 
families is less marked among the wives of farm owners than 
in the urban classes, but even in this class there was a decline 
in the proportion of families with five or more children and 
an increase in the frequency of smaller families. 

In the urban social classes the decline in the frequency of 
large families was virtually matched by corresponding in- 
creases in the frequency of very small ones. The mothers of 
five or more children constituted between 12 and 15 per cent 
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less of the younger than of the older groups, while childless 
women and the mothers of one child constituted between 11 
and 16 per cent more. (Table 3.) Although the absolute de- 
cline in the proportion of large families was about the same 
in each social class, it amounted to about two-thirds of those 
families in the professional class and to only about one-third 
in the unskilled laborer class. 

Among the wives of farm owners the frequency of families 
with five or more children dropped less than in any urban 
class. There was only a slight increase in the proportion of 
childless and one-child families, but a marked increase in the 
proportion of those with two and three children. 

These data clearly indicate that the large families were be- 
coming increasingly scarce in both the urban and rural 
social classes of our native-born population even prior to 
1910, and that their place was being taken by childless and 
one-child families in the cities and by two and three-child 
families in the country. 
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PUBLIC HEALTH NURSING SERVICE 
IN RURAL FAMILIES’ 


by Marian G. Ranpatt, R.N. 
* 


INCE the public health nurse is one of the principal 
agents of a county health department, an analysis of 
her activities gives an indication of the extent to 

which the official health services are made available to the 
families within the county. As an agent of the official organi- 
zation whose objective is the prevention of disease and pro- 
motion of health of all the people living within the given 
territory, the county public health nurse is assigned manifold 
duties and responsibilities, and a knowledge of just how 
completely she can discharge these responsibilities is of vital 
importance to those who are interested in the trend of public 
health administration and the evaluation of its results. 
An unusual opportunity to obtain information from a 
group of rural families was afforded by the collaboration of 
the Milbank Memorial Fund with the United States Public 
Health Service in the special epidemiological studies being 
made in a rural area of Cattaraugus County, New York. 
Continuous observation of nearly all families living in five 
rural townships and one small incorporated village,? renders 
it possible to collect information about the make-up of the 
families, their economic status, their health problems, and 


1From the Division of Research, Milbank Memorial Fund. This is the third 
of a series of papers presenting the results of studies of public health nursing 
in different types of official health organizations. Other papers published are: 

1. “The Public Health Nurse in a Rural Health Department. An Introduc- 
tory Report of the Study in Progress in Cattaraugus County.” American 
Journal of Public Health, July, 1931, xxi, No. 7, pp. 737-751. 

2. “Maternity Service by the Rural Public Health Nurse.” Milbank 
Memorial Fund Quarterly Bulletin, July, 1931, ix, No. 3, pp. 103-119. 

*Townships of Ashford, Mansfield, Ellicottville, Great Valley, and Hum- 
phrey; incorporated village of Ellicottville. 
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the amount of medical and nursing service they receive 
within a given period. Most studies of public health nursing 
service are based entirely on the cases registered with the 
organization. They are of real value in showing the type of 
work accomplished, but give no data for the large number of 
families who were not visited by the public health nurses or 
who did not attend the clinics sponsored by the organization. 
In this inquiry, a different method was employed, namely: 
to ascertain the amount and kind of public health nursing 
supervision received during a twelve-month period by an 
unselected group of families of different sizes, age composi- 
tion, and economic status. It is believed that this study is 
unique in this respect, and the information has administra- 
tive value in determining criteria for the basis of selection of 
families for public health nursing service, especially for the 
educational services that are so important in all health 
programs.? 

This report presents a preliminary analysis of the extent 
to which the Cattaraugus County public health nurses visited 
in the homes of 1,374 families who lived in the area the entire 
period from February 1, 1930, to February 1, 1931. The 
family records obtained by the United States Public Health 
Service workers were carefully matched with the public 
health nurses’ records of all services rendered. 

In preparation for a series of studies of public health 
nursing in Cattaraugus County, emphasis was put upon 
the importance of the nurse recording for every visit “why 
she visited, what she did, and what happened.” In other 
words, factual data about the actual work performed by 
public health nurses are made available only when com- 
parable information is recorded uniformly for every case 


and family contacted, and an effort was made to have 


The incidence of sickness in these families and the medical and nursing 
services received will be given later in the United States Public Health Service 
reports of the complete study. 
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these data include information regarding the source of the 
nurses’ knowledge of the case, the nature of theproblems, 
dates of visits, services rendered at time of each visit, the 
results accomplished, and the reason for termination of 
the case. Aside from any so-called “statistical use” that 
may be made of it, this is the type of information that is 
necessary to the nurse, to the supervisor, and to render 
the best services in the family. Unless there appears on 
the record information about the composition of the fam- 
ily, its health problems, and what services the nurse 
rendered, the supervisor cannot use the record as a super- 
vision tool and estimate the nurse’s accomplishment, a 
new nurse cannot “pick up” where another left off, and 
there is not a record of true generalized nursing service. 

Much has been written about the value of records and 
it is agreed that they form the most essential instrument 
of sound nursing administration and the only means of 
insuring continuous care of the patient. But it should 
also be agreed that unless some record, telling what serv- 
ices the nurse renders, is kept for every person who is 
visited, or in other words, for every visit, the value of the 
record is lost to the nurse, to the patients, and to the or- 
ganizations. A great many organizations do not require 
any record of the nurses’ “single visits,” “casual calls,” 

i or “inconsequential visits” (whatever they may be called), 

but a preliminary study in Cattaraugus County, after the 
nurses were required to keep a record of every visit, showed 
that 56 per cent of the individuals, visited in a six-month 
period, were visited once, or received a so-called “‘single” 
health education visit.‘ 

Under a generalized public health nursing program the 
nurse obviously should consider the family as the unit. When, 
as in Cattaraugus County, it has been necessary to travel 
eight or ten miles for many homes visited, it is clear that the 
best results in terms of family and community health can be 


accomplished when the nurse can plan a complete family 


‘Randall, Marian G.: “The Public Health Nurse in a Rural Health Depart- 
ment.” American Journal of Public Health, July, 1931, xxi, No. 7, pp. 737-750. 
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visit. That is to say, when she can take time to inform herself 
of the composition of the household, of the family and indi- 
vidual health problems, and then proceed to advise them of 
the importance of medical supervision, direct them when 
necessary to the available resources for assistance and care, 
and exercise her most important function in explaining the 
value of modern hygiene, interpreting and urging the use of 
approved measures for prevention of disease, and teaching 
the rules for health for every member of the family. 

As is now well known, the Cattaraugus County Health 
Department is organized on a county unit plan, and through 
its Bureau of Public Health Nursing, sponsors a generalized 
nursing program. During the period of this study the number 
of staff nurses varied from fourteen to ten, the personnel in 
the latter part of the year consisting of a director of the 
bureau, two supervisors, and ten staff nurses, an amount of 
nursing service far in excess of that provided by the usual 
county health department. The population of the section 
allotted to each nurse has varied from 3,500 to 4,500, the 
latter figure representing the present average potential group 
for which a nurse carries on all the public health nursing 
activities of the health department. The section of the 
County represented in this study had the full-time service of 
one nurse and about one-half time of another. It is quite 
common for a county to have one nurse for 10,000 to 15,000 
or more people and there are approximately 1,800 counties 
in the United States without public health nursing service 
of any kind. In any consideration of this pressing rural health 
problem, the extent to which the public health nurse can 
reach the rural families is of extreme importance. 

It is a significant fact that of the 1,374 families who lived 
continuously in the area the entire twelve-month period, 213 
families, or 15.5 per cent, received one or more home visits 
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from the public health nurse. The question quite naturally 
arises as to the need for nursing service in the remaining 84.5 
per cent of the families. Evidently not all of the families can 
or need be visited, and some selection is necessary. In making 
such a selection a number of factors must be taken into 
account, among which, aside from emergencies, are age 
composition and economic status. There is little doubt that 
the family with insufficient income and several children has 
need of all the health educational facilities available, and in 
connection with case-finding programs for each phase of 
public health work, these two factors might well form bases 
for selecting families to receive routine visits at frequent 
intervals.® 

Unless one has actually visited the families living on small 
isolated farms it is hard to realize the meaning of the poverty 
in many rural areas. In his book “Health on the Farm and in 
the Village,’ Dr. C.-E. A. Winslow points out that the 
average per capita income falls below $750 in 89 per cent of 
the rural counties with less than 100,000 population. The 
economic factor is perhaps the most serious difficulty of the 
rural health problem. “The farm dweller,” he states, “‘has 
just as much, perhaps greater, need for health protection as 
the city dweller. Furthermore, it costs more to furnish the 
same degree of protection to the rural population on account 
of the greater distances involved in travel of doctors, nurses, 
and inspectors, and the necessity for operating clinics and 
conferences in relatively small units. On the other hand, 


while we cannot ignore the farm dweller’s need for public 


‘It was estimated that 9 per cent of the population of Cattaraugus County 
— one or more visits from the county ublic health nurses in a six-month 
mac , and about 14 per cent in a year. Randall, Marian G.: “The Public 

ealth Nurse in a Rural Health Department.” American Journal of Public 
Health, July, 1931, xxi, No. 7, PP. 741-742. 

*Randall, Marian G.: “Maternity Service by the Rural Public Health 
— Milbank Memorial Fund Quarterly Bulletin, July, 1931, ix, No. 3, 
pp. 106-107. 
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health, it is impossible to ignore the correlative fact that he 
frequently lacks financial capacity to meet his needs.”’? 
Cattaraugus County with a total population of over 72,000, 
over 31,000 of whom live in the two cities of Olean and 
Salamanca, has been rated as having a per capita income 
figure of $874. While this places it among the richest 10 per 
cent of the rural counties of the United States, seven years 
rather intensive observation has shown that many individual 
farmers’ families in Cattaraugus County are below any 
reasonable standard of living. The families in our sample 
were graded according to economic status by the United 
States Public Health Service investigators, the ratings being 
based on the general impression formed after the family had 





























been visited several Table 1. Families visited by the public 
a 1 eaith nurse Classi according to eco- 

Canes and keep =s nomic status. 

in mind relative dif- 

Saki Visited One or More 
erences within the Economie | Number Sines ter 
group rather than Status re Public Health Nurse 
comparison with Number | Per Cent 
other types of com- All Families 1,364 211 15.5 
munities.® Comfortable 296? 18 6.1 

erate+ $31 70 13.2 
The per com of Moderate — 315 56 17.8 
families of each Poor 132 37 28.0 
- Very poor 90 30 34.3 
economic status 
i Th i k f 
merit oy 
more visits from the visited. 


2Including 25 families classed as “independ- 
ent.” 


public health nurse 
is shown in Table 1. Of those classed as “comfortable” only 
6 per cent received any visits from the county nurse during 


the year, while 28 per cent of the “poor” and 33 per cent of 


TWinslow, C.-E. A., Dr. P.H.: Health on the Farm and in the Village. New 
York, The Macmillan Company, 1931, p. 21. nye : 

8The investigators’ ratings were used because they had visited in all the 
families, but for the families visited by the nurses there is a very close correla- 
tion of the economic ratings given by the two groups of workers. 
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the “very poor” families saw the nurse in their homes. Of 
those whose economic rating varied from “moderate” to 


“é 99 


poor,” 13 to 17 per cent received public health nursing 

















Table 2. Per cent of families with chil- ° visits. In other 
dren in each economic class. words, the per cent 
Families Having of families receiving 
One or More Chil- . 
_ Number dae ies ak county public health 
Status | Families |__ Years of Age nursing service is in 
Number |PerCent inverse relation to 
All Families 1,364 750 55.0 economic well- 
Comfortable 206 107 36.1 _- being. 
Moderate+ 531 284 53-5 The needs for 
Moderate — 315 204 64.8 
Poor 132 88 66.7. public health nurs- 
—— ” J 7s ing service are 











greater in the fam- 
ilies in the lower economic levels, not only because of 
their inability to meet their problems, but because so often 
the number of children or size of the family increases their 
health problems. Studies of the birth rate in social classes 
indicate that for the rural classes of farm owners, farm 
renters, and farm laborers, there is a definite inverse relation 
between fertility and social status.® In our sample of 1,364 
rural families, shown in Table 2, 74 per cent of the “very 
poor” and 66 per cent of the “poor” families have one or 
more children under 16 years of age, as contrasted with 53 
per cent of the “moderate,” and 36 per cent of those families 
classed as in “comfortable” circumstances. 

As an indication of the extent to which the county public 
health nurse is able to watch and advise upon the health of 
the rural children, we may consider the per cent of these 
families having one or more children under 16 years of age 


*Notestein, Frank W.: “Social Classes and the Birthrate.” Survey Grapbic, 
April, 1931, xix, No. 1, pp. 38-39. 
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which were actually visited by the nurse. This is shown in 
Table 3. Twenty-seven per cent of all the families with 
children received the services of the County Health Depart- 
ment in the form of one or more visits from the nurse. 
Without any de- 


Table 3. Per cent of families with chil- 
































liberate or planned dren who received one or more visits from 
c es the public health nurse, by economic 
selection of families status. 
to be visited on the Families Having One or 
basis of economic . : More Children 
i conomic Se 
ratings, the needs of Status Total mene ee — 
the poorer families Families [umber | Per Cent 
bring about a sort Teal — pon mg 
of natural selection 
i fe Comfortable 107 17 15.9 
which is shown by Moderate-+ 284 68 23.9 
oderate — 204 6 27. 
the fact (Table 3) poor 88 = = 
that 40 per cent Véry poor 67 " 40.3 
of the poorer fam- 





ilies with children were visited by the public health nurse 
as contrasted with 16 per cent of the families in the group 
classed as “‘comfortable.” Similar data are not available for 
any comparable area, but it is undoubtedly true that to 
reach 40 per cent of the poorer rural families is an excep- 
tionally good record. 

It must be realized, however, that 60 per cent of the “‘poor” 
and “very poor” families with children, and over 70 per cent 
of those just above the poor class, did not receive any county 
public health nursing supervision in a twelve-month period. 
An example of the varying amount of supervision for a 
specific problem in families of different economic status is 
shown in a recent study of prenatal care of rural mothers in 
this area. “Of those classed as in ‘comfortable’ circumstances, 
all had some prenatal care, and only one-sixth fell in the 
‘insufficient’ class. In contrast with this, 62 per cent of the 
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Fami.ies Havinc CHILDREN 
Econonic STaTus Tora. oF SpeciF1ED AGE Groups! 
Fanaa Infants | Preschool | School 
NuMBERS 
All Families 5377 73 199 436 
Comfortable 90 6 24 64 
Moderate+ 206 26 52 175 
Moderate — 148 22 72 123 
Poor 53 11 30 38 
Very poor 40 8 21 36 
PERCENTAGES 
Total 13.6 37.1 81.2 
Comfortable 7 26.7 71.1 
Moderate+ 12.6 26.2 85.0 
Moderate — 14.9 48.6 83.1 
Poor 20.8 56.6 71.7 
Very poor 20.0 $2.5 90.0 





























1A given family may have children in one or all age groups. 
%Excluding 10 families for which economic status was unknown. 


Table 4. Families with children of various ages not visited by the 
public health nurse. 


‘very poor’ mothers had no prenatal care, and 19 per cent had 
‘insufficient’ care.’’” 

What are the needs of the families not reached by the 
public health nurse? Some information regarding the compo- 
sition or make-up of these families is an indication of the 
specific health problems to which the nurse was not able to 
give any home supervision. The number of families having 
children of each age group is shown in Table 4. There were 
infants in 14 per cent, preschool children in 37 per cent, and 
school children in 81 per cent of the families with children 
not visited by the nurse. Of the “poor” and “‘very poor” fami- 
lies in this group, about 20 per cent had infants, over 50 per 


cent had preschool children, and 70 to go per cent had school 


10WiehI, Dorothy G.: “Prenatal Care of Rural Mothers.” Milbank Memorial 
Fund Quarterly Bulletin, July, 1931, ix, No. 3, pp. 99-100. 
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Comfortable 18 7 7 4 | 100.0] 38.9 | 38.9 | 22.2 
Moderate 126 | 35 53 38 | 100.1 | 27.8 | 42.1 | 30.2 
Poorand very poor| 67] 11 28 28 | 100.0] 16.4 | 41.8 | 41.8 


























Table 5. Frequency of public health nursing visits during a twelve- 
month period to families of different economic status. 


children." As suggested before, these facts might well be 
used in planning a case-finding or family-finding program 
with routine visits at frequent intervals to those families 
where it is known the greatest number of health problems 
are likely to exist. 

The opportunity for giving health supervision in a family 
is indicated by the number of times the nurse visits the 
home." A tabulation of the year’s visits (Table 5) to the 211 
families in our sample shows that one-third of the families 
were visited five or more times, two-fifths received between 
two and four visits, while one-fourth of the families were 
visited but once. As shown in the same table, the frequency 
of these visits seems to be associated somewhat with the 
families’ economic status, as 31 per cent of the “comfortable” 
families were visited but once while only 16 per cent of the 
“poor” families did not receive a return visit. This associa- 
tion probably is due to the relatively more serious problems 
met with in the poorer families and not to a deliberate 
selection of the families themselves. 


One of the major problems in a rural public health program 
‘Age groupings are those at the beginning of period studied; infants under 
one year or born during period; preschool,1 to 5 years; school, 6 to 16 years. 
_®Visits are here considered as the instances or times the nurse visited a 
even. household regardless of the number of individuals in the household 
visited. 
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is the distance and the condition of the road it is necessary to 
travel to reach the families living in the outlying districts. 
Although there are many miles of improved paved roads in 
Cattaraugus County there are also many miles of unimproved 
roads which are impassable for automobiles at least six 
months of the year. It is not possible for the nurses to visit 
the families living on these unimproved roads as often as the 
families living in the village. Service to the people living in 
these isolated sections, therefore, is a greater problem. 

To illustrate the extent to which the truly rural families 
received any public health nursing supervision, Table 6 
shows the visits by the public health nurse to the families of 
different economic status in the village of Ellicottville and in 
the rural section. Although the proportion of families visited 
in each area was approximately the same, a greater number 
of the families in the lower economic groups live in the rural 
sections and the visiting of 63 per cent of the “poor” and 
“very poor” families outside the village is a real accom- 
plishment. 

The fact that only 7 per cent of all the families living in the 
rural sections received more than one visit during the year is 
evidence of the effect of two selective factors, namely: 
distance and roads. Considering only the families visited, 
however, nearly 50 per cent of these were visited two or more 
times. In other words, knowledge of specific problems in a 
given family causes the nurse to assume a certain responsi- 
bility and to return to the home in an effort to bring about 
the desired results, and there is evidence that the location of 
the family does not deter the nurse if she can possibly get 
over the road. The accompanying map (Fig. 1) of the five 
townships gives an idea of the problems of distances and 
roads and shows the location of all households and of those 
visited by the public health nurse during the year. In con- 
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Fig. 1. Five townships in Cattaraugus County, showing the location 
of all the occupied houses and of those in which the family was visited : 
one or more times by a county public health nurse. 
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sidering the services to all the families, however, it will be 
noted that several of the families living on unimproved roads 
received one or more visits. This means that the nurse 
traveled over the road in some instances several times, with- 
out visiting other families living on the same road. Because 
of these problems of distances, roads, and travel time, public 
health work in rural areas requires even more planning and 
organization than urban work. As stated before there are few 
rural sections which have the equivalent in the amount of pub- 
lic health nursing provided in Cattaraugus County. When 
these facts are presented for a section where organized county 
health work has been carried on for several years, it is even 
more striking that one of the most difficult administrative 
problems in the rural section is to reach the families in the 
lower economic levels who live in the isolated sections on 
unimproved roads and usually on small farms. 

The success of each special phase of health work carried on 
by a county health department depends to a considerable 
extent upon the nurse. The director of the bureau of tuber- 
culosis depends upon the nurse to urge and persuade cases 
and contacts to have regular physical examinations. The 
correction of school children’s defects depends a great deal 
upon the nurses’ contacts with the parents. The director of 
the bureau of communicable diseases gives the nurse a list 
of the preschool children in her district to be checked up for 
diphtheria toxin-antitoxin. The bureau of maternity, in- 
fancy, and child hygiene seeks to have as many mothers 
and babies as possible attend classes and health conferences 
and receive the supervision of the public health nurse. The 
director of the bureau of public health nursing is faced with 
the problem of integrating all these services, and it is far 
from an easy task. Aside from the time spent in clinics, 
health classes, and schools, the percentage distribution of 
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time spent in actual field visits by all the staff nurses in 
Cattaraugus County has been computed as follows: maternity 
18, infants 19, preschool 15, school 11, tuberculosis 14, 
communicable disease 6, and “others” including bedside care 
visits, 17 per cent.'* This fairly equal distribution of time is 
made possible by the generalized nursing program and by 
conscious and unconscious “pressure” being brought to bear 
from the directors of the various services. A large attendance 
at the toxin-antitoxin clinic, for example, is greatly to be 
desired and it is all too easy to visit the homes of the pre- 
school children for the sole purpose of ‘“‘working up” that 
clinic and not to take time to find out about the health 
problems of the other members of the family. In other words, 
time distribution alone is not an adequate index of a success- 
ful integration of services. 


The actual performance of a generalized program is most 
successful when the family is considered as the unit. Anyone 
who has attempted to carry out a generalized program in its 
true sense, knows that the pressure of many special services 
makes it very difficult to make every home visit a complete 
family visit. The nurse’s record of a visit in a family may 
show a visit to only one member of that family, but that does 
not always mean that she is unaware of all the family 
problems. It may be that in that particular family it is 
possible to accomplish only one thing at a time and the nurse 
is forced to make a selection of the most important or most 
likely-to-be-solved problem and later to attempt the others. 
On the other hand, if a nurse stands on the door step and 
merely asks the mother to bring her baby to a health confer- 
ence next week and there are preschool and school children 
in the family totally unknown to the nurse, that visit is a 


Winslow, C.-E. A., Dr. P. H.: Health on the Farm and in the Village. New 
York, The Macmillan Company, 1931, p. 179. 
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highly specialized one and does not carry out the idea of a 
generalized nursing program in making a family visit. Such 
specialized visits are very costly in a rural area. In our 
sample of 213 families visited, the nurses’ records showed 
single visits to only one individual and the composition of 
the family not stated in 37 families or over 17 per cent. In 63 
families, or 25 per cent, there were children for which no 
nursing visit or other information was recorded, 11 infants, 
20 preschool children, and 46 school children comprising this 
group not visited. A notation as to the health of these children 
or as to reasons why any public health nursing supervision was 
not necessary, would serve to complete the picture of the 
family situation. 

A road file undoubtedly proves of greater value in organiz- 
ing a rural program than the street file has been to the urban 
public health nurse. Knowledge of the age composition and 
the relative economic status of all the families living on a 
given road filed in a family folder for each family indicates 
readily the necessity of visiting the families in the area. 
Obviously some of the families do not require public health 
nursing supervision, and others require several visits, but to 
have readily available information about all the families on a 
given road is of great assistance in making a day’s traveling 
count for the greatest accomplishment, and what is more 
important, carry out the objectives of the county health 
department in more of the truly rural homes. 
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4 hun critical economic and 
social conditions prevailing 
in England, as_ elsewhere 
throughout the world, make the 
forthcoming publication of the 
third volume of Sir Arthur 
Newsholme’s “International 
Studies on the Relation between 
the Private and Official Practice 
of Medicine” especially timely. 
The need for caring for the sick 
poor was obviously never so 
pressing as today. This volume 
has to do exclusively with Eng- 
land, Wales, Scotland, and Ire- 
land, and in view of the author’s 
intimate knowledge of public 
health administration as prac- 
tised in Great Britain for nearly 
half a century, the present vol- 
ume of his series is more de- 
tailed than those on European 
countries that have already ap- 
peared. The author also justifies 
this more detailed presentation 
of present-day health conditions 
in England by the statement 
that Great Britain, more than 
most other countries, appears 
to have approached, though 


slowly and with many mistakes, 
to a solution of the difficult 
problems of adequate treatment 
and prevention of disease, es- 
pecially in their bearing on the 
interrelation between private 
and public practitioners. 

The municipal and county 
official medical service now ex- 
isting throughout Great Brit- 
ain, Sir Arthur points out, more 
completely meets the need of 
the necessitous than any other 
medical facilities. It is unique, 
he says, in that it constitutes a 
complete acknowledgement on 
the part of the people that in the 
absence of other provision, they, 
the people, are responsible for 
the medical care of the sick 
poor. Potentially, and already 
in fact, in every parish in the 
country, it provides, to a cer- 
tain extent, for the treatment 
of the sick poor at home or in 
a hospital. 

“As it is now an accepted 
principle that the necessitous 
sick must be treated in accord- 
ance with the nature of their 
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illness, and not with skill or 
care which varies with the de- 
gree of ability to pay, there is 
no reason to doubt that all re- 
quiring this succor will receive 
it to a fuller extent than has 
hitherto been realized. The in- 
creasing adoption of payments 
for treatment assessed in pro- 
portion to means, both in vol- 
untary and in official hospitals, 
brings this end more quickly 
within reach.” 

The discussion of the English 
National Insurance Medical 
Service is notable at this time 
when the whole question of eco- 
nomic safeguards for workers in 
periods of emergency is of vital 
and world-wide importance. 
Some 15,000,000 employed per- 
sons in Great Britain, Sir Arthur 
says, come within the scope of 
the National Insurance Act, 
which applies, with a few excep- 
tions, to all persons, men or 
women, over the age of 16, who 
are employed in manual labor, 
and to all other employed per- 
sons whose rate of remuneration 
does not exceed 250 pounds 
(about $1,250 a year). 

It can be an accepted fact, 
says the author, that for the 
majority of insured persons, 
medical benefit as now admin- 
istered in Great Britain has been 
a boon. Every obstacle to early 
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medical consultation and diag- 
nosis has been removed and, so 
far as concerns the wage earner 
in each family, the expense of 
domiciliary medical attendance 
no longer exists. These are im- 
portant gains, the author states, 
to set against any alleged in- 
ferior service under the medical 
benefit system. “I have found 
no reason to doubt,” he de- 
clares, “that the majority of 
‘panel’ doctors give honest and 
competent service within the 
prescribed limits; and this con- 
clusion is confirmed by the evi- 
dence given before the Royal 
Commission on Health Insur- 
ance.” 

There is a need for further 
medical benefits, Sir Arthur be- 
lieves, since the provisions of 
the National Insurance Act are 
incomplete in certain serious re- 
spects. Facilities for serious op- 
erations, expert medical advice 
in certain contingencies, X-ray 
and other aids to diagnosis in 
obscure cases, adequate nursing 
services, and similar advantages 
are now lacking. 

Comments on the first two 
volumes of Dr. Newsholme’s 
“International Studies” con- 
tinue to appear, supplementing 
those presented in the July issue 
of the Quarterly Bulletin. Trib- 
ute is paid to the thoroughness 
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and skill with which Sir Arthur 
has conducted this survey, 
which, when completed, will, 
according to the Medical Press 
of London, “form one of the 
most instructive expositions of 
the problems which must in- 
evitably present themselves to 
every civilized nation.” 
“Though the protean prob- 
Iems of public health, maternity 
and infant welfare, tuberculo- 
sis, venereal disease, alcoholism, 
the sick poor, sickness and in- 
validity insurance, and the like 
remain the same the world 
over,” says the Medical Officer 
of London, “yet the social and 
political conditions which ob- 
tain in different countries vary 
so widely that no comparison is 
possible. The great interest in 
these volumes, especially for 
those engaged in the practice of 
preventive medicine, lies in the 
different methods of approach 
to these problems and in the 
relationship which holds be- 
tween the medical practitioner 
and the community. There is a 
tendency in England for the 
general practitioner to complain 
of the inroads which state med- 
icine is making upon private 
practice. Let him take courage, 
for a careful reading of these 
chapters will give him cause for 
self-congratulation on the much 


happier circumstances under 
which he carries on his profes- 
sional work than those of his 
continental confréres and on the 
much more adequate return 
which he receives for his la- 
bours. 

“One of the sidelights brought 
out bythese enquiries is the diffi- 
cult position which arose as the 
necessary accompaniment of the 
partition of the Central Powers. 
Newly-formed countries, such as 
Czecho-Slovakia, Jugo-Slavia, 
and Poland inherited systems of 
national insurance and found 
themselves heirs to commit- 
ments on behalf of the insured 
sections of their populations, 
but without the funds which 
had formed the background of 
the insurance schemes of the 
pre-war regime and often with- 
out the qualified personnel to 
meet the demands of their in- 
heritance.” 

The Prescriber of Edinburgh, 
says of these “International 
Studies” that “an imposing 
mass of information is presented 
on the conditions of practice at 
present prevailing in various 
countries, and the reader can 
ascertain the methods adopted 
for handling modern medical 
problems, particularly in the 
matter of prevention of disease. 
These studies are likely to be of 
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the greatest service to those in- 
terested in the development of 
medical questions today. The 
volumes are well printed and 
handsomely produced.” 

The Literary Supplement of 
the London Times finds in these 
volumes interesting evidence of 
a trend toward a widespread 
assumption by the state of med- 
ical responsibility. “It is inter- 
esting to observe,” says the re- 
viewer, “‘the steady movement 
in nearly all these countries to- 
ward the socialization of med- 
icine. The economic troubles of 
Eastern Europe are reflected in 
the limitations imposed by ne- 
cessity on the carrying of inter- 
esting and well-designed na- 
tional schemes to the conclu- 
sions obviously hoped for. When 
they read of the straits to which 
their professional comrades are 
reduced in some of the countries 
here discussed, English doctors 
may be encouraged to face their 
own difficulties with thankful- 
ness. . . . The book should be 
read and digested by all those 
interested in, or concerned with, 
the planning of public medical 
services.” 


HK 


HE districts chosen for the 
first four community health 
centers to be constructed in 
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Greater New York in the next 
few months as part of the city- 
wide program announced two 
years ago by Health Commis- 
sioner Shirley W. Wynne are 
listed in a recent report of the 
Committee on Neighborhood 
Health Development, whose in- 
vestigations were the basis of 
the health center plan formu- 
lated by the Department of 
Health. These districts are Mott 
Haven, in the Borough of the 
Bronx; the Williamsburg-Green- 
point section of the Borough of 
Brooklyn; Astoria and Long 
Island City, in the Borough of 
Queens; and St. George, in the 
Borough of Richmond. A site 
has already been purchased in 
the Mott Haven district, at 349 
East 140th Street, and options 
have been obtained on sites in 
the other boroughs. 

The building consultant em- 
ployed by the Committee has 
made a report on the type and 
cost of buildings necessary for 
the adequate maintenance of 
the preventive and clinical 
health services contemplated. 
The Mott Haven center will be 
of stone and brick, of fireproof 
construction, and will occupy 
the site of an old continuation 
school which has been trans- 
ferred by the Board of Educa- 
tion to the Department of 
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Health. The cost of the building 
will be about $175,000. 

The plan of operation which 
the city health authorities and 
the Committee on Neighbor- 
hood Health Development have 
adopted includes public health 
nursing, clinics for the exami- 
nation of suspected or recog- 
nized cases of tuberculosis, Ilab- 
oratory and X-ray tests, pre- 
natal and baby care, venereal 
disease diagnostic service, school 
hygiene, conferences for chil- 
dren of preschool age, and gen- 
eral health education. It is ex- 
pected, too, that the new health 
center programs will include 
many of the activities usually 
undertaken only by private 
health and welfare agencies, in- 
cluding district nursing, com- 
munity welfare work, dental, 
psychiatric, and orthopedic 
clinics, and health education. 
The special needs of each of the 
four districts under considera- 
tion were analyzed and the 
Committee made an exhaustive 
study of the existing health fa- 
cilities in the various sections, a 
procedure which will be followed 
in determining the location of 
the additional health centers 
proposed under the program. 

“In planning these future 
programs,” the Committee’s re- 
port states, “special attention 


will be given to the possibility 
of developing demonstration or 
training centers in connection 
with local medical schools, with 
a view to establishing a close re- 
lationship between them and 
the Department of Health.” 
Such a relationship, the Com- 
mittee believes, would stimu- 
late the interest of graduate stu- 
dents in public health studies 
and thus enlarge the ranks of 
adequately trained medical per- 
sonnel for the district health 
services. 

In connection with this sub- 
ject, the Committee made a 
special study of the Kips Bay- 
Lenox Hill section, where a new 
medical center is now in course 
of construction. Commissioner 
Wynne has appointed a com- 
mittee to formulate tentative 
plans for the establishment of a 
municipal district health center 
in the neighborhood, where its 
activities may be definitely re- 
lated to the academic instruc- 
tion carried on in the medical 
center. 

This cooperation with the 
organized medical profession is 
further reflected in the invita- 
tion extended to the committee 
of presidents of the five county 
medical societies operating 
within Greater New York to 
consider the City’s plan and 
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program for neighborhood 
health development, the funda- 
mental purpose of which the 
Committee has recognized as 
being the promotion of health 
through preventive medicine. 
It will be the policy to limit the 
free clinical service at the cen- 
ters to those persons who are 
unable to pay a private prac- 
titioner. The health educational 
features, however, will be at the 
disposal of the entire neighbor- 
hood. The center will provide 
the physicians of the district 
with a central service where 
X-ray and all kinds of biological 
analyses and other laboratory 
tests will be available. 

With the cooperation of the 
private practitioners the Com- 
mittee on Neighborhood Health 
Development believes that the 
cause of health education and 
preventive medicine will be fur- 
thered through the centers to 
the benefit both of doctors and 
of the public. 

“Every large city should have 
its district centers at strategic 
points,” the report concludes. 
“The people of a community 
would soon protest vehemently 
if their particular district were 
not supplied with adequate po- 
lice and fire protection. There is 
just as much need in a district 
for health protection.” 


Bes widespread _ interest 
aroused by the publication 
of Dr. C.-E. A. Winslow’s 
“Health on the Farm and in the 
Village,” is reflected by the con- 
tinued comments appearing in 
the press and in health publica- 
tions concerning this report of 
the results of the Cattaraugus 
County Health Demonstration. 
The Boston Transcript, after 
giving a detailed outline of the 
origin and conduct of the eight 
years’ rural health program in- 
augurated in Cattaraugus Coun- 
ty, New York, by the local 
health units with aid from the 
State and the Milbank Memo- 
rial Fund, arrives at the follow- 
ing conclusion: 

“Offering as it does a rare 
opportunity for the realization 
of an ideal, the experience de- 
serves to command the greatest 
attention. Among other things 
it has demonstrated the fact 
that the forces of disease need 
not, whether for financial or any 
other reasons, be considered as 
in any fashion beyond control. 
Although the eight years which 
have elapsed constitute too 
short a period for the effect of 
a health program to be fully 
registered, important results are 
already capable of statistical 
demonstration. The mortality 
rates for diphtheria, tuberculo- 
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and skill with which Sir Arthur 
has conducted this survey, 
which, when completed, will, 
according to the Medical Press 
of London, “form one of the 
most instructive expositions of 
the problems which must in- 
evitably present themselves to 
every civilized nation.” 
“Though the protean prob- 
Iems of public health, maternity 
and infant welfare, tuberculo- 
sis, venereal disease, alcoholism, 
the sick poor, sickness and in- 
validity insurance, and the like 
remain the same the world 
over,” says the Medical Officer 
of London, “yet the social and 
political conditions which ob- 
tain in different countries vary 
so widely that no comparison is 
possible. The great interest in 
these volumes, especially for 
those engaged in the practice of 
preventive medicine, lies in the 
different methods of approach 
to these problems and in the 
relationship which holds _be- 
tween the medical practitioner 
and the community. There is a 
tendency in England for the 
general practitioner to complain 
of the inroads which state med- 
icine is making upon private 
practice. Let him take courage, 
for a careful reading of these 
chapters will give him cause for 
self-congratulation on the much 


happier circumstances under 
which he carries on his profes- 
sional work than those of his 
continental confréres and on the 
much more adequate return 
which he receives for his la- 
bours. 

“One of the sidelights brought 
outbythese enquiries is the diffi- 
cult position which arose as the 
necessary accompaniment of the 
partition of the Central Powers. 
Newly-formed countries, such as 
Czecho-Slovakia, Jugo-Slavia, 
and Poland inherited systems of 
national insurance and found 
themselves heirs to commit- 
ments on behalf of the insured 
sections of their populations, 
but without the funds which 
had formed the background of 
the insurance schemes of the 
pre-war regime and often with- 
out the qualified personnel to 
meet the demands of their in- 
heritance.” 

The Prescriber of Edinburgh, 
says of these “International 
Studies” that “an imposing 
mass of information is presented 
on the conditions of practice at 
present prevailing in various 
countries, and the reader can 
ascertain the methods adopted 
for handling modern medical 
problems, particularly in the 
matter of prevention of disease. 
These studies are likely to be of 
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the greatest service to those in- 
terested in the development of 
medical questions today. The 
volumes are well printed and 
handsomely produced.” 

The Literary Supplement of 
the London Times finds in these 
volumes interesting evidence of 
a trend toward a widespread 
assumption by the state of med- 
ical responsibility. “It is inter- 
esting to observe,” says the re- 
viewer, “the steady movement 
in nearly all these countries to- 
ward the socialization of med- 
icine. The economic troubles of 
Eastern Europe are reflected in 
the limitations imposed by ne- 
cessity on the carrying of inter- 
esting and well-designed na- 
tional schemes to the conclu- 
sions obviously hoped for. When 
they read of the straits to which 
their professional comrades are 
reduced in some of the countries 
here discussed, English doctors 
may be encouraged to face their 
own difficulties with thankful- 
ness. . . . The book should be 
read and digested by all those 
interested in, or concerned with, 
the planning of public medical 
services.” 

* 


HE districts chosen for the 
first four community health 
centers to be constructed in 


Greater New York in the next 
few months as part of the city- 
wide program announced two 
years ago by Health Commis- 
sioner Shirley W. Wynne are 
listed in a recent report of the 
Committee on Neighborhood 
Health Development, whose in- 
vestigations were the basis of 
the health center plan formu- 
lated by the Department of 
Health. These districts are Mott 
Haven, in the Borough of the 
Bronx; the Williamsburg-Green- 
point section of the Borough of 
Brooklyn; Astoria and Long 
Island City, in the Borough of 
Queens; and St. George, in the 
Borough of Richmond. A site 
has already been purchased in 
the Mott Haven district, at 349 
East 140th Street, and options 
have been obtained on sites in 
the other boroughs. 

The building consultant em- 
ployed by the Committee has 
made a report on the type and 
cost of buildings necessary for 
the adequate maintenance of 
the preventive and clinical 
health services contemplated. 
The Mott Haven center will be 
of stone and brick, of fireproof 
construction, and will occupy 
the site of an old continuation 
school which has been trans- 
ferred by the Board of Educa- 
tion to the Department of 
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Health. The cost of the building 
will be about $175,000. 

The plan of operation which 
the city health authorities and 
the Committee on Neighbor- 
hood Health Development have 
adopted includes public health 
nursing, clinics for the exami- 
nation of suspected or recog- 
nized cases of tuberculosis, Iab- 
oratory and X-ray tests, pre- 
natal and baby care, venereal 
disease diagnostic service, school 
hygiene, conferences for chil- 
dren of preschool age, and gen- 
eral health education. It is ex- 
pected, too, that the new health 
center programs will include 
many of the activities usually 
undertaken only by private 
health and welfare agencies, in- 
cluding district nursing, com- 
munity welfare work, dental, 
psychiatric, and orthopedic 
clinics, and health education. 
The special needs of each of the 
four districts under considera- 
tion were analyzed and the 
Committee made an exhaustive 
study of the existing health fa- 
cilities in the various sections, a 
procedure which will be followed 
in determining the location of 
the additional health centers 
proposed under the program. 

“In planning these future 
programs,” the Committee’s re- 
port states, “special attention 
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will be given to the possibility 
of developing demonstration or 
training centers in connection 
with local medical schools, with 
a view to establishing a close re- 
lationship between them and 
the Department of Health.” 
Such a relationship, the Com- 
mittee believes, would stimu- 
late the interest of graduate stu- 
dents in public health studies 
and thus enlarge the ranks of 
adequately trained medical per- 
sonnel for the district health 
services. 

In connection with this sub- 
ject, the Committee made a 
special study of the Kips Bay- 
Lenox Hill section, where a new 
medical center is now in course 
of construction. Commissioner 
Wynne has appointed a com- 
mittee to formulate tentative 
pians for the establishment of a 
municipal district health center 
in the neighborhood, where its 
activities may be definitely re- 
lated to the academic instruc- 
tion carried on in the medical 
center. 

This cooperation with the 
organized medical profession is 
further reflected in the invita- 
tion extended to the committee 
of presidents of the five county 
medical societies operating 
within Greater New York to 
consider the City’s plan and 
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program for neighborhood 
health development, the funda- 
mental purpose of which the 
Committee has recognized as 
being the promotion of health 
through preventive medicine. 
It will be the policy to limit the 
free clinical service at the cen- 
ters to those persons who are 
unable to pay a private prac- 
titioner. The health educational 
features, however, will be at the 
disposal of the entire neighbor- 
hood. The center will provide 
the physicians of the district 
with a central service where 
X-ray and all kinds of biological 
analyses and other laboratory 
tests will be available. 

With the cooperation of the 
private practitioners the Com- 
mittee on Neighborhood Health 
Development believes that the 
cause of health education and 
preventive medicine will be fur- 
thered through the centers to 
the benefit both of doctors and 
of the public. 

“Every large city should have 
its district centers at strategic 
points,” the report concludes. 
“The people of a community 
would soon protest vehemently 
if their particular district were 
not supplied with adequate po- 
lice and fire protection. There is 
just as much need in a district 
for health protection.” 


7. widespread _ interest 
aroused by the publication 
of Dr. C.-E. A. Winslow’s 
‘Health on the Farm and in the 
Village,” is reflected by the con- 
tinued comments appearing in 
the press and in health publica- 
tions concerning this report of 
the results of the Cattaraugus 
County Health Demonstration. 
The Boston Transcript, after 
giving a detailed outline of the 
origin and conduct of the eight 
years’ rural health program in- 
augurated in Cattaraugus Coun- 
ty, New York, by the local 
health units with aid from the 
State and the Milbank Memo- 
rial Fund, arrives at the follow- 
ing conclusion: 

“Offering as it does a rare 
opportunity for the realization 
of an ideal, the experience de- 
serves to command the greatest 
attention. Among other things 
it has demonstrated the fact 
that the forces of disease need 
not, whether for financial or any 
other reasons, be considered as 
in any fashion beyond control. 
Although the eight years which 
have elapsed constitute too 
short a period for the effect of 
a health program to be fully 
registered, important results are 
already capable of statistical 
demonstration. The mortality 
rates for diphtheria, tuberculo- 
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sis, and diseases of infancy have 
been reduced sharply and sud- 
denly, beyond any reasonable 
influence of chance. The saving 
of lives has been computed as 
equivalent to a reduction in 
economic loss to the community 
of $300,000 a year, nearly dou- 
ble the entire yearly cost of the 
health program. This program, 
as described in full by Professor 
Winslow, should be the object 
of study by practical sociolo- 
gists and economists every- 
where.” 

One of the chief aims of the 
New York Health Demonstra- 
tions was to point the way to 
similar undertakings in other 
sections of the country, both 
urban and rural, and to place at 
the disposal of these communi- 
ties the benefits of the experi- 
ence of the New York health 
programs. An editorial in the 
St. Louis Post Dispatch would 
seem to indicate that the re- 
sults of the Cattaraugus County 
demonstration as revealed in 
Dr. Winslow’s book may fulfill 
this original aim of stimulating 
public interest in all parts of the 
country in bettering health con- 
ditions in neglected rural dis- 
tricts. The Post Dispatch writer 
gives interesting data on health 
conditions in the rural sections 
of Missouri as compared with 
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those in New York, and de- 
scribes the enlarged health pro- 
gram now being launched by 
the state officials as the result 
of a grant by Congress to re- 
lieve drought sufferers. 

“Rural areas,” the writer ob- 
serves, “with their natural ad- 
vantages of pure air and whole- 
some foods, once were superior 
in health as well. Of late dec- 
ades, however, cities have be- 
come active in public health 
conservation and have reduced 
their mortality rates, while rural 
areas have made no such ad- 
vance. . . . Missouri’s rural 
areas contain only 56 per cent 
of the State’s population. Yet 
in 1930 these districts were 
charged with go per cent of the 
total deaths from malaria, 75 
per cent of those from typhoid, 
80 per cent from dysentery, 79 
per cent from influenza, and 82 
per cent from whooping cough.” 

After outlining the New York 
rural health program and its 
results as presented by Dr. 
Winslow, the writer declares 
that the Cattaraugus County 
community “through the educa- 
tional efforts of the health staff, 
have been convinced that such 
a public undertaking is as essen- 
tial there as its counterpart in 
the cities. 

“Missouri has not had funds 
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available for such an extensive 
campaign. Where Cattaraugus 
County has an average per cap- 
ita income of about $900 annu- 
ally, the figure for our rural 
counties is $550. Where $2.20 
per capita was spent there, Mis- 
souri spends only 29 cents per 
capita in the 13 counties where 
its work is carried on... . 
Missouri assists the counties 
with funds and supervision, and 
is in turn aided by appropria- 
tions from the Federal Govern- 
ment and the Rockefeller Foun- 
dation. Each unit consists of a 
county health officer, one or 
more nurses, and a sanitary en- 
gineer, all full-time workers. 
Missouri’s per capita expendi- 
ture is viewed by Dr. Winslow 
as inadequate, yet the State has 
made notable progress in its 
field. 

“According to Dr. James 
Stewart, state health commis- 
sioner, the 13 units, serving 
628,796 persons, last year im- 
munized 13,242 individuals 
against typhoid, 24,908 against 
smallpox, and 4,795 against 
diphtheria. They treated 8,158 
persons for venereal diseases, 
placed 5,526 under quarantine 
for contagious ailments, and 
examined 1,099 for tuberculosis, 
of whom 403 were found posi- 
tive. Physical examinations 
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were given to 50,065 school chil- 
dren, and 31,794 of these were 
found defective. In 8,101 cases, 
these defects were corrected. In 
addition, the health workers 
gave instructions in prenatal 
and infant care, acted to con- 
trol soil pollution, to safeguard 
water and food supplies, to 
control insects likely to carry 
infection, and carried on gen- 
eral educational efforts. Work- 
ing with the United States Pub- 
lic Health Service, the State 
Board of Health has accom- 
plished a great deal in fighting 
trachoma, the leading cause of 
blindness. More than 5,000 
cases have been treated and 200 
free clinics have been held in 
rural Missouri. The results are 
indicated by the reduction in 
trachoma sufferers admitted to 
the $300-a-year State blind pen- 
sion, from 119 in 1924 to 49 in 
1929. 

“An innovation in_ rural 
health work just now is being 
launched in Missouri, in district 
health work for five groups of 
nine counties each. These dis- 
tricts are south of the Missouri 
River, and are using funds 
voted by Congress for public 
health programs as an after- 
math of the drought. Each dis- 
trict will have a physician, a 
sanitary engineer, a laboratory 
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technician, and five nurses. This 
is an economical means for 
reaching wide areas which could 
not be covered otherwise, and 
is being watched with interest 
over the country. 

“Public health work is in 
keeping with the medical pro- 
fession’s latest trend, to place 
emphasis on preventive medi- 
cine. Yet the rural health pro- 
gram over the nation is still in 
the pioneer stage. . . . Mis- 
souri’s duty is to find the means 
for purchasing better health for 
its neglected rural districts.” 


HK 


HE medical services of the 

Department of Health con- 
ducted in the Bellevue-York- 
ville Health Center, covering 
the fields of tuberculosis and 
pediatrics, reached a larger 
number of people than in pre- 
vious years, despite a decreas- 
ing population trend in the dis- 
trict, according to the report of 
the Bellevue-Yorkville Health 
Demonstration for the year end- 
ing December 31, 1930. The 
tuberculosis service includes 
diagnostic consultations for pri- 
vate physicians, the Yorkville 
district chest clinic, and the 
tuberculosis service for chil- 
dren. The consultation service, 
which is not restricted to physi- 
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cians or patients of the district, 
proved of increasing value, with 
1,674 patients examined in 1930 
as compared with 437 in 1929. 
A total of 313 doctors availed 
themselves of the service, of 
whom 116 were resident in the 
district and 197 outside the 
demonstration area. The aver- 
age number of new cases per 
doctor was four. These facilities 
are designed for those who can 
afford to pay the fee of a pri- 
vate physician but who are un- 
able to meet the cost of X-ray 
diagnosis and of a specialist’s 
examination. 

The Yorkville district chest 
clinic, to which the patient ap- 
plies directly for diagnosis, ad- 
vice, and placement, showed 
substantial growth during 1930; 
new cases totaled 1,121 as com- 
pared with 934 in 1929, while 
total attendance reached 3,443 
as compared with 2,017 in 1929. 
Many patients lived outside the 
district. 

The work in pediatrics during 
1930 represented the first full 
year of clinical activity in all 
age groups from birth through 
adolescence. The three baby 
stations in the area registered 
856 new cases in 1930, that lo- 
cated at the Health Center car- 
ing for 351 patients, as com- 
pared with 286 in 1929. The 























preschool clinic received a total 
of 467 new patients, while the 
total number of visits was 2,437. 
This clinic, which until the end 
of 1930 was the only one of its 
type conducted under the aus- 
pices of the Health Department, 
received substantial assistance 
from the demonstration. 

The children’s clinic, too, is 
the only one of its kind conduct- 
ed by the Department of 
Health. It likewise received aid 
from the demonstration. It co- 
operates with the schools in 
providing medical examina- 
tions, refers selected children to 
special clinics, gives advice on 
nutrition and general hygiene, 
provides vaccination and toxin- 
antitoxin immunizations and 
tuberculin and Wassermann 
tests, and in general furthers 
the work of health education 
and preventive medicine. 

Two nursing units of the De- 
partment of Health continued 
to function during 1930 in 
Bellevue-Yorkville with offices 
at the Bellevue-Yorkville Health 
Center. In the Yorkville district 
the nurses numbered sixteen, 
four of them provided by the 
demonstration. In the Bellevue 
district there were eleven. The 
former group made 18,990 vis- 
its, and the latter 18,704 during 
the year. 
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The initiative and persever- 
ance of the nurses were regarded 
as most important factors in the 
successful operation of the whole 
demonstration organization. 
The introduction of the “gen- 
eralized” nursing system, where- 
by each nurse is trained to as- 
sist in every service offered by 
the Department of Health, 
marks a notable advance over 
the specialized system formerly 
in force, since it involves more 
intensive training in social, 
mental, nutritional, and recrea- 
tional problems, and a conse- 
quent expansion of the nurse’s 
duties aside from the increased 
demands arising from the growth 
of the demonstration’s activi- 
ties. The nurses were helped in 
carrying on their work by spe- 
cial consultants, who gave them 
advice and technical training in 
special fields. A consultant 
worked with the nurses on social 
problems such as_ vocational 
guidance, unemployment, child 
placement, workmen’s compen- 
sation, widows’ pensions, fresh 
air relief, temporary shelter for 
children, and family maladjust- 
ments. The consultant was also 
active in improving relation- 
ships with other agencies in the 
social service field. 

In November, 1930, a com- 
plete mental hygiene unit was 
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established as part of the dem- 
onstration, consisting of a part- 
time psychiatrist, a part-time 
psychologist, and a full-time 
psychiatric social worker. This 
service is largely for consulta- 
tion, though with present facil- 
ities treatment can be given in 
some cases. Cooperation with 
the visiting nurses was a large 
part of the unit’s duties, to- 
gether with the investigation of 
cases needing psychiatric ther- 
apy. It is expected that the 
service will develop not only as 
a part of the local health center 
in serving the patient but in 
training the nurse for her work 
in problems of childhood be- 
havior and family relationships. 

The demonstration’s work 
during 1930 covered a wider 
range of activities and reached 
a larger number of people than 
in earlier years. In addition to 
its continuous work of popular- 
izing general health knowl- 
edge, intensive educational cam- 
paigns in the fields of venereal 
disease, diphtheria, tuberculo- 
sis, and safety, were carried on 
. both independently by the dem- 
onstration and in cooperation 
with other agencies. Measures 
were used to reach not only res- 
idents of the community, but 
children in the schools, and 
members of various professions, 
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including physicians, nurses, 
social workers, and teachers. In 
the course of the year more than 
half a million pieces of printed 
matter were distributed in vari- 
ous ways. In the diphtheria 
campaign about 50,000 leaflets 
and 2,000 posters were given 
out. 

The division of research and 
records, under the direction of 
Godias J. Drolet, continued its 
work of gathering and tabulat- 
ing statistical information of the 
daily activities of the demon- 


_ Stration and in cooperating in 


this field with allied bureaus of 
the Department of Health. The 
division also completed a review 
and summary of the statistical 
reports of the various services 
of the demonstration, including 
those conducted by the Health 
Department and cooperating 
organizations both at the Center 
and in the district, during the 
three-year period, 1927-1929.. 
The report included discussions 
of present trends in public 
health work and the technique 
for an economical system of re- 
porting the volume of work in 
such a cooperative health or- 
ganization as the demonstration 
represents. 

The death rate in the Belle- 
vue-Yorkville district for 1930 
was 15.1 per thousand, while in 
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1929 it was 16.7, according to 
preliminary figures supplied by 
the Bureau of Records of the 
Department of Health. The 
total number of deaths in the 
district, which has a population 
of about 150,000, was 2,289 in 
1930 and 2,606 in 1929. The re- 
port shows a decrease in the 
number of infant deaths, which 
numbered 186 in 1930 and 192 
in 1929. There were no deaths 
from diphtheria in the district 
during 1930, the last fatality 
from this disease being recorded 
in August, 1929. 

Heart diseases (558), pneu- 
monias (275), cancer (238), acci- 
dents (216), and tuberculosis 
(150) were as in previous years 
the leading causes of death. 
Deaths from cancer were higher 
by 15 than in 1929, though in 
other cases the figures were 
ower. 

The tuberculosis death rate in 
the district averaged 148 for the 
five-year period 1922-1926. In 
1930 it was 99, while in the pre- 
vious year it was 106 and 141 in 
1928. The rate for Manhattan 
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for the period 1922-1926 was 
133, as compared with 126 in 
1930, 122 in 1929 and 129 in 
1928. 

The maternal death rate in 
1930 in the Bellevue-Yorkville 
district was lower than in the 
preceding year, deaths number- 
ing 7 in 1930 and 18 in 1929. 
The rate per thousand for live 
births was 3.5 in 1930 and 7.9 
in 1929. 

The total registration of com- 
municable diseases in the dis- 
trict in 1930 was 4,032, as 
against 4,774 in 1929. New 
cases of venereal diseases, num- 
bering 1,597, formed as usual 
the largest single group. There 
were 525 new cases of pulmo- 
nary tuberculosis registered, 
three more than in 1929. The 
attack rate for the fifteen lead- 
ing diseases listed in the Belle- 
vue-Yorkville area continued 
higher than in the City as a 
whole, being 2,665 per 100,000 
in the district as against 1,817 
in the entire metropolitan area, 
and 3,072 in the Borough of 
Manhattan. 





